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REDUCING ADOLESCENT PREGNANCY AND MARRIAGE IN NICARAGUA 
AISHA TOWNES 
ABSTRACT 
 Adolescent pregnancy and marriage can occur from ages 15 to19. It is an 
important indicator of adolescent health. Nicaragua has the highest rate of 
adolescent pregnancy in Latin America. Adolescent marriage is also a public 
health challenge in Nicaragua. Studies from the non-governmental organizations, 
such as the United Nations, indicate this problem can be analyzed using the 
public health socio-ecological model. Additionally, the field recommends 
changing access to contraceptives, culture around contraceptive use, and 
improving education to reduce adolescent pregnancy and marriage.   
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INTRODUCTION 
 
Nicaragua is considered the teen pregnancy capital of Latin America, as 
the rate of pregnancy among adolescents supersedes that of all other countries 
on the continent (1). It is estimated that 25 percent of girls become pregnant by 
age 20 (see Figure 1 below) (2).  The average birth rate for girls ages 15 to 19 in 
Nicaragua is 119.2 per 1000 girls (3). Relatedly, an estimated 41 percent of girls 
are married before 18 years old (2). Adolescent pregnancy, birth, and marriage 
are inextricably linked, as some pregnancies and births may be the result of 
marriages or lead to marriage (3). In Nicaragua, with a majority of the population 
under 30 years old, these issues therefore affect the health of a majority of the 
country. The rate of adolescent pregnancy and birth will continue as long as the 
practice of early marriage continues (see Demographic Pyramid, Appendix A).  
This topic is important because adolescent marriage and adolescent pregnancy 
and birth can alter the trajectory of a girl’s life (4).  
 
The Problem: Scope, Definitions, and Consequences 
The World Health Organization (WHO) defines ‘adolescence’ from ages 
10-19 years old; sometimes authors may distinguish between younger 
adolescents (ages 10-14) and older teen adolescents (ages 15-19) (5).  
Adolescent pregnancy is defined as pregnancy occurring from 15 years to 19 
years old (5). Adolescent pregnancy rates may be higher than birth rates 
	2 
because not all pregnancies are carried to term, thus it is important to look at 
both indicators (5). To measure pregnancy rates, women aged 20 or older 
typically are asked via survey if they had ever been previously pregnant from 
ages 10 to 19 years old (5). Adolescent birth rates are measured by surveys, 
hospital records, and birth registries (5).  
 The United Nations (UN) and Demographic Health Survey (DHS) define 
adolescent marriage as marriage occurring before 18 years of age (6). The term 
encompasses both formal (i.e. legally recognized) and informal marriages (these 
occur when either the boy or girl is under 18 and when they become considered, 
in the community, a married couple even without a formal ceremony) (7). Even 
though this age group spans from age 10 to 19 years old, the majority of the 
adolescent marriages actually occur from ages 15 to 18 (8).  
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Objectives 
 
This paper will examine the root causes of adolescent pregnancy and 
marriage using the social ecological framework. Risk factors for both issues 
encompass age of sexual debut, less formal education, less sexual health 
education, use of modern contraceptives, and sexual violence (8).  Reducing 
adolescent pregnancy is important because childbearing is high risk in this age 
group, and is one of the leading causes of mortality and morbidity among female 
Figure 1:  Comparison of adolescent pregnancy rates in Nicaragua and five 
other Latin American Countries (3). 
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adolescents (8). Addressing adolescent marriage will be key to improving health, 
education, and economic outcomes for girls in Nicaragua (9). 
 
 This paper will follow the UN recommended definitions for adolescent 
pregnancy and marriage. Adolescent pregnancy data measures the percentage 
of women ages 20 to 24 who previously had a live birth before ages 15 or 18, 
respectively. The adolescent birth rate (ABR) is the number of live births per 
1000 girls 15 to 19 years of age. The UNFPA uses the following criteria for 
measuring adolescent pregnancy: 
 
Figure 2: UNFPA criteria for calculating ABR and AGR (6). 
 
The main sources of data on adolescent pregnancies, births, and marriage 
are national censuses and household surveys, predominantly from the United 
Nations International Children's Emergency Fund’s (UNICEF), Multiple Indicator 
Cluster Surveys (MICS), and the United Nations’ Nicaragua Demographic and 
Health Survey (DHS) (6).  Save the Children organization also has published 
independent surveys and programs on public health initiatives that include 
adolescent pregnancy and adolescent marriage (see Appendix B) (10). 
There are some limitations to this data. A lot of DHS data on birth 
registries in rural areas are missing (8). Only 73 percent of births in rural areas 
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are registered, compared to 90 percent in urban areas (8). The UN Convention 
on the Rights of the Child (CRC) established birth registries as a right (8). If 
authorities lack birth registry data, it is difficult to uphold this law. This is 
important because it may be difficult to prove the girl’s age is too young for 
marriage (8). Additionally, adolescent marriage may be under-reported as a 
consequence of inaccurate birth registry information (11). 
Adolescent birth rates vary by region (rural versus urban, Atlantic versus 
Pacific) (12, 13). Managua, the capital, and the cities along the Pacific coast are 
the wealthier regions whereas the Central and Atlantic and rural areas are poorer 
(14). In rural areas of Nicaragua the average birth rate is 153 live births per 1000 
adolescents and in urban areas it is 98.8 live births per 1000 adolescents (13). 
UNICEF estimates 36 percent of Nicaragua’s urban population and 55 percent of 
the rural population are from adolescent marriages (15). People in rural areas 
have longer distances to travel to reach health clinics (14). Also, approximately 
95 percent of all baby deliveries in wealthy and urban areas have skilled 
physicians. In contrast, only 56 percent of poor women give birth with a skilled 
physician (14).  
The WHO identifies the key determinants of both adolescent pregnancy 
and childbirth in developing countries as the following: poverty, gender 
discrimination, early marriage, and education (5, 6, 7). For Nicaragua in 
particular, social determinants and risk factors of adolescent marriage are poor 
education, lack of reproductive health options, cultural norms, gender 
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discrimination, and poverty (6). Within this issue, the determinants and the 
outcomes are all interrelated, as young married girls may find it difficult to 
complete school or pursue careers to improve their socioeconomic status (2, 8) .  
Adolescent pregnancy may be a result of early marriage, early sexual 
debut, hindered access to contraceptives, or sexual violence (18). The WHO 
conducted a community-based study of more than ten thousand women aged 15 
to 49 years (18). By the age of 15, around 25 percent of interviewed boys and 
girls had become sexually active; and by the age of 17, approximately 25 percent 
of the girls had become pregnant (19). In another study, approximately 28 
percent of young women ages 20 to 24 surveyed had a live birth before they 
turned 18 years old (3). Additionally, the prevalence of contraceptive use for girls 
and boys ages 15-19 is 61 percent, with at least 16 percent of the population 
expressing an unmet medical need for family planning (3). Adolescent pregnancy 
is also associated with fewer years of formal education (8). 
Adolescent pregnancy and childbirth are associated with several negative 
health outcomes for the child (8). For example, low birth weight, preterm delivery, 
and small-for-gestational-age infants (22).  
Adolescent pregnancy and childbirth are also associated with negative 
health outcomes for the mother (22). In a study of more than two million 
adolescent mothers across Latin America (including Nicaragua), many 
adolescent girls had higher risks for postpartum hemorrhage, and episiotomy 
(22). Data collected from household surveys in Nicaragua showed that in 2008 
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the lifetime risk of maternal death for girls younger than 18 years old who gave 
birth was 1 in 300. Young age at childbirth is risky due to girls bodies not being  
physically developed enough for childbirth (11, 12, 13).  
 
 
 
 Figure 3 shows the average birth weight of babies born to mother in 
different age groups (3). In Nicaragua, mothers between 30 to 39 years had 
babies with higher birth weight (3). In the same figure, younger mothers had 
lower birth weight babies (3).  
 
 
 
 
Figure 3: Average birth weight in kilograms of babies by age, education, and ethnic 
group (3). 
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Adolescent marriage is also associated with negative health outcomes, 
such as: adolescent pregnancy, social isolation, abuse, poor economic 
prospects, and less education (8). Adolescent marriage is associated with low 
education attainment (8). Global UNICEF data shows that when families make 
decisions about marriage and education “education tends to lose out” (11,  14).  
 
Table 1. Selected characteristics of females aged 15-19, by sexual 
activity and childbearing, Nicaragua, 2011 (1). 
Volume 35,Number 2, June 2009 International Perspectives on Sexual and Reproductive Health
Adolescent Childbearing inNicaragua
TABLE1.Selected characteristics of females aged15–19,by
sexual activity and childbearing,Nicaragua,2001
Characteristic All Sexually Have given
(N=3,142) active birth
(N=1,119) (N=667)
MEAN/MEDIANS
Age (mean) 16.9 17.6 17.8
Ageat sexualdebut
(median) 18.9 15.7 15.5
Ageatfirstbirth (median) 19.6 17.4 16.8
PERCENTAGES
Residence
Urban 62 55 53
Rural 38 45 47
Education
None 6 11 12
Primary 40 51 53
Secondary 51 37 35
Higher 3 1 <1
Marital status
Unmarried,nopartner 70 1 9
Partnered,living separately 8 23 21
Unmarried,cohabiting 17 49 53
Married 5 15 17
Awareof
Contraceptivemethods 96 98 98
Ovulatory cycle 11 12 12
Hashadsexual intercourse 35 100 100
Hasgivenbirth 25 71 100
Hasusedamodernmethod†
Ever-use na 68 70
Current use na 40 44
†Includes hormonal andbarriermethods,aswell as sterilization and the IUD.
Note: na=not applicable.
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Global and National Strategic Priorities 
The Guttmacher Institute, a leading organization on reproductive health, 
has linked delayed marriage of young girls to the importance of social and 
economic development of developing countries (24). In 2015, the WHO 
established the Sustainable Development Goals (SDG), which are global 
strategic priorities for improving health over the next 15 years (11). As part of the 
SDG, preventing early marriage is a key priority by the WHO and UN to reduce 
adolescent marriage and improve girl health outcomes (16).  From 2015 through 
2017, the UNFPA will spend approximately 38 percent of funds on integrated 
sexual and reproductive health programs (and most of that on maternal health 
programs), approximately seven percent on evidence-based policymaking, 37 
percent on gender equality, and 18 percent on adolescents (22).  
Improving health equity, which means creating institutions and policies in 
the country that provides equitable resources to all irrespective of economics or 
education, reduces adolescent marriage (9, 4). For example, in terms of 
economic equity, UNICEF found that poor rural girls in Latin America are more 
likely to become child brides than rich urban girls (20). Therefore, using health 
equity to view adolescent marriage will be important for improving healthy 
outcomes in young girls (8).  
In 2010, Nicaragua amended their constitution so that the legal age for 
marriage in Nicaragua is 18 years for girls and 21 years for boys. Yet, with 
parental consent girls as young as 14 years can marry (25). However, there are 
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few early marriage initiatives in Nicaragua to date. Initiatives in other similar 
countries are possible interventions to be replicated.  Addressing adolescent 
marriage will be key to improving health, education, and economic outcomes for 
girls in Nicaragua. 
To assure the health of its girls and women, Nicaraguan policy makers 
must implement policies and programs that address adolescent pregnancy and 
adolescent marriage.  
 
PUBLISHED STUDIES 
 
The social ecological model is a public health tool for understanding the 
literature on socioeconomic determinants of adolescent marriage and pregnancy. 
This model looks at several different levels (intrapersonal, interpersonal, 
institutional, societal, policy) and how they interact with the individual (26). It is a 
public health tool that practitioners use to describe the problem for prevention 
and intervention programs (26).  
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Societal Level: Adolescent Pregnancy 
 
Poverty, or low socioeconomic status, is a social determinant of health, 
which affects adolescent pregnancy rates (8). Socioeconomic status is 
determined by education, unemployment, and income (8). Education and skill-
based training help to gain employment; which means a person has stable 
access to nutrition, housing, utilities, and other basic needs (19). Consequently, 
poverty denies people their right to live healthy productive lives (19). 
Society
Community 
(organizations and 
social institutions
Interpersonal
Intrapersonal
• Low socioeconomic status
• Economic instability
• Structural unemployment
• Constitutional rights of children rights
• Machismo
• Access to contraceptives
• Early marriage and union practices
• Intimate partner violence
• Family structure
• Pressure to have sex by partner
• Socioeconomic status
• Level of education
• Sexual health knowledge
• Age of sexual debut
Figure 4: Social Ecological Model for Adolescent Pregnancy and Marriage. 
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Socioeconomic status is also associated with other risk factors, like hindered 
access to contraceptives, which directly impacts pregnancy (19).  
Public health programs to combat machismo try to enhance gender equity 
(27). Machismo, or male-dominated culture, is prevalent throughout different 
populations in Nicaragua (27). In male dominated cultures, females in general 
are discriminated against (28). But, adolescent girls are discriminated against 
particularly in regards to child-bearing roles (4). For girls, they are specifically 
discriminated against based on both their age and gender (4).  For example, the 
Miskito indigenous population of Nicaragua is a male-dominated culture (27). In 
this culture, adolescent pregnancy is not necessarily considered as a problem for 
boys (19). For girls it can lead to “expulsion from family and school” (19). As 
described in one analysis of adolescent pregnancy in Nicaragua, “girls are often 
pressured by boys to have sex as “proof of love” (19).  
But machismo is a double-edged sword. Under the conflicting pressures 
both to remain chaste and to obey their partner (who is usually older) girls often 
have little say in the decision either to have sex or to use contraceptives (19). 
One aspect of this culture is that manliness is proportional to having many 
children by different women (27). If a man is not actually opposed to the use of 
contraceptives, he is likely to regard it as “her problem” to use them (19). 
Machismo may also play a cultural role in adolescent marriage because females 
are economically dependent on males, and marriage can alleviate economic 
pressures unmarried unemployed women would face (19).  
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Machismo can exacerbate intimate partner violence (IPV) that occurs in 
the community (29). In a study by Grose et. al., researchers surveyed 350 
women in one municipality on their experience of sexual violence, and the 
perception of their ability to control their own lives (aka power to do something) 
versus another person’s life (aka power over someone) (28). Of the women 
interviewed, 6 percent reported a history of IPV (28). They conclude that the 
strongest predictor for IPV is asymmetrical distribution of power between men 
and women, caused by machismo (28). For example, men typically have more 
financial opportunities and access to resources (28). Particularly adolescent 
mothers do not have access to economic resources: “They no longer attend 
school, they also do not enter the labour market, or if they do, it tends to be on a 
casual basis” (30). When women are afforded more power to make decisions 
and more power over others, Grose et. al. found the risk for IPV decreased in 
their study population (28).  
   
Policy  
 
In terms of political power, women participate in the government– some 39 
percent government positions are held by women(10). This is an indicator of 
potential growth, future economic inclusion, and potential stakeholders to reduce 
the problem of adolescent pregnancy.  
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In the 1990s there was a social movement to advocate for children’s rights 
in Nicaragua. According to the CRC portion of the Universal Declaration of 
Human Rights, states that adolescent marriage is considered a violation of child 
rights; “Child marriage is a serious human rights violation affecting children’s and 
women’s rights to health, education, equality, non-discrimination and to live free 
from violence and exploitation” (17). Nicaragua ratified the CRC in 1990. Yet, 
high rates of adolescent marriage still occur with consent of parents (31). The 
CRC “encouraged the Nicaraguan municipalities to start seeing themselves as 
co-responsible with the central government for the fulfillment of child rights” (8). 
Instead of working to reduce child marriage, the central government passed the 
burden of protecting child rights, such as adolescent marriage, onto the families 
and communities (31).   
 
Societal Level: Adolescent Marriage 
 
Nicaragua is the second poorest country in the western hemisphere (32). 
For context, the average income is $1790 USD. Whereas the average income in 
the United States is $51,939 (10) (32). The majority of the population is under 30 
years old (see Demographic Pyramid, Appendix A). The average income is $4 
USD per day(33). Consequently, families face economic strain, which can be a 
risk factor for adolescent marriage. But these economic indicators are only part of 
the picture of Nicaragua. 
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Intergenerational poverty is a systemic problem that contributes to 
adolescent poverty (8). The UN states that intergenerational poverty leads to 
structural unemployment, lack of education, and lack of healthcare autonomy 
especially among adolescent girls (8). Poverty, especially in Nicaragua, causes 
economic strain on the family (27). To alleviate the burden, young girls are 
encouraged to marry because their parents would worry less about having to 
provide for them (27). This cycle is often referred to as material dependency (27). 
Further, impoverished girls are particularly vulnerable between 1 and 18 years 
old, when the effects of lack of education and economic opportunity magnifies 
(8). 
High rates of child labor, low education, and economic instability are all 
contributing factors to adolescent marriage (34). The Living Standards 
Measurement Study by the World Bank reports that employment rates for 
children aged 10 to 14 is 6 percent in urban Nicaragua and higher in rural areas 
at 16 percent (34). Further, 56 percent of the children enrolled in school from 
ages 10 to 14 are employed, and 45 percent of children 10 to 14 years old that 
work and go to school are lagging behind their expected grade levels (34). 
Therefore UNICEF argues that the adolescent girls of lower socioeconomic 
status are also three times more likely to get married during adolescence 
compared to higher socioeconomic statuses (8).  
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A wealth of research is on best ways to educate the community on issues 
that affect young girls when they marry, such as economic opportunity, 
education, and isolation (8). Additionally, some programs educate young girls on 
the disadvantages of marrying under the age of 18 (8). Programs that offer 
incentives, such as paying for school, provide alternatives to early marriage (8).  
A multidisciplinary study of adolescent girls of low socioeconomic status 
examined the link between poverty and adolescent child bearing (19). From in-
depth interviews, the authors concluded that a system of poor relationships with 
fathers, lack of support, economic dependency, lack of opportunities, and female 
subordination to machismo values can all contribute to unplanned adolescent 
pregnancy (19). 
 
Policy 
 
The constitution of Nicaragua states that all citizens have equal rights to 
lead healthy lives (35). To this end, the government controls the health care 
“Ending child marriage will help break the intergenerational cycle of 
poverty by allowing girls and women to participate more fully in society... 
When girls are allowed to be girls, everybody wins.” 
- Ending Child Marriage: Progress and Prospects, UNICEF (19) 
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system (35).  This branch of government, the Ministry of Health, is responsible 
for coordinating all health activities, such as building of clinics and medical 
education (36).  
 The UN Convention on the Rights of the Child (CRC), which was ratified in 
Nicaragua, created legal rights for children on a range of issues of children’s 
rights issues that included adolescent pregnancy (3). The signatory governments 
and the UN consider it a violation of the rights of the child if the government does 
not uphold the goals (for example, to reduce adolescent pregnancy) (3). To this 
end, the CRC considered adolescent pregnancy a ‘harmful’ practice that can 
decrease equal opportunity to adolescent girls as it may lead to less education 
and increase high-risk child-bearing (3).  
In 2010, Nicaragua amended their constitution so that the legal age for 
marriage in Nicaragua is 18 years for girls and 21 years for boys (25). With 
parental consent, girls as young as 14 years can marry (25). However, there are 
few reported early marriage initiatives in Nicaragua to date (37).  
 
Intersection of Adolescent Marriage and Adolescent Pregnancy 
 
 Often referred to as early marriage, adolescent marriage is inextricably 
linked to adolescent pregnancy (34) . High rates of child labor, low education, 
and economic instability are all contributing factors to adolescent marriage (34). 
Thus, UNICEF argues, “The poorest adolescent girls are also those most likely to 
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be married early, with rates of child marriage roughly three times higher than 
among their peers from the richest quintile of households” (8). A majority of early 
childbearing occurs as a result of adolescent marriages, particularly in rural lower 
economic regions of Nicaragua (2, 8).  
 Early childbearing can change the path of a girl’s life, leading to many 
socioeconomic challenges such as poorer health outcomes, poor education, and 
poor socioeconomic futures (6). Birth before 20 years of age, may be detrimental 
for mother and baby health (16). Adolescent pregnancies are more at risk for 
maternal mortality (15). It is the second cause of death in adolescent girls 15-18  
years of age globally (18).  
 
Institutional Level: Adolescent Marriage 
 
Education  
 
Completion of primary school is low in Nicaragua, due to a myriad of 
reasons but particularly poverty (38). The municipalities have public school 
systems but in rural areas the schools may be far from the farms and hard to 
reach (33). The average girl stays in school until she is at least 10 years old (33).  
The WHO argues that increasing education made adolescents less economically 
dependent on parents (19). A consequence of this result is that adolescents of 
low socioeconomic status gained economic opportunities (19). Another 
consequence was postponed marriage, and even sexual debut (19).  
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Figure 4 compares the adolescent pregnancy rates for adolescents (pooled ages 
15-19) by amount of schooling in Nicaragua as well as other Latin American 
countries. Compared to other Latin American countries, the adolescent 
pregnancy rate is higher for girls who receive secondary school in Nicaragua. 
The pregnancy rate from the lower first quintile to upper fifth quintile is lower in 
Nicaragua, at 2.5, compared to Peru, at 7.2 per 1000 people. 
 
Figure 5: Adolescent pregnancy rates for adolescents by schooling level and 
socioeconomic level (3).  	
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Institutional Level: Adolescent Pregnancy 
 
Sexual Education 
 
 While fewer years of basic primary school education is associated with 
adolescent marriage, it is also associated with adolescent pregnancy (39). 
Additionally, adolescents need access to sexual and reproductive health in their 
primary and secondary education (39). UNICEF argues sexual health education 
should begin as early as possible (39). Providing these health topics in schools is 
on the global agenda to reduce adolescent pregnancy (39). Indeed, the United 
Nations Educational, Scientific and Cultural Organization studied country-wide 
sexual education programs across the globe; they reported that while the cost 
per student can vary widely but it is financially feasible for developing countries 
(40). This education should be skills-based (39). For example, education should 
include how to use a condom or when to take birth control pills (39). Currently, 
Nicaragua does not mandate sexual education in schools (41).  
 
 
 
“Schooling is protective against marriage for at least two reasons. 
Normatively, simply being in school helps a girl to be seen as a 
child, and thus not marriageable. Other than home, schools can be 
seen as a “safe space” for girls.” Solutions to end child marriage, 
ICRW (5) 
	21 
Sexual and Reproductive Health Care 
 
Lack of access to sexual and reproductive health for adolescent girls 
impedes the ability for a girl to make decisions on pregnancy. It also impedes 
girls from receiving equitable healthcare (42).  UNICEF found that 11 percent of 
women reported they were not able to make decisions on their healthcare– only 
their husbands were allowed (43). And it is likely that a greater percentage of 
girls are not allowed to make healthcare decisions. Gaining equity in healthcare 
can empower women to make the best decisions during “pregnancy and delivery 
and will safeguard the health of their babies” (43). 
 A study from 2000, provided almost thirty thousand vouchers for free 
sexual and reproductive health care to adolescents in Managua (41). Then, three 
thousand random adolescents were asked questions on sexual and reproductive 
health knowledge (41). The study showed that when offered access to free 
sexual and reproductive health, those that received vouchers were: more likely to 
get sexual and reproductive health; more likely to use contraceptives; and 
answered more questions correctly about sexual health compared to those that 
did not receive free vouchers (41). Thus, when Nicaraguan adolescents are 
provided with sexual and reproductive health, and barriers to access are 
reduced, their health knowledge increases and risky behaviors change (41).  
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Interpersonal Level: Adolescent Pregnancy 
 
Contraceptive Use 
 
Getting adolescents to use contraception is one of the main areas of 
research (19). The government sponsors doctor office visits but not most 
medicines or procedures (14). Contraceptives are sold in pharmacies and 
accessible to adolescents yet inconsistently used due to cost and stigmas (44). 
One prevalent cultural belief is that sex is important for girls to mature during 
adolescence (36). Yet, with lack of information on how and when to use 
contraceptives, girls are more likely to not use them and more vulnerable to 
pregnancies (36).  
Stigma can have negative effects on contraceptive use (44). For example, 
girls may encounter stigma from nurses and staff at clinics and pharmacies (44). 
Women have reported that the reason they do not get contraceptives is partially 
because of the lack of confidential services at small clinics and pharmacies (44). 
It is important to note that contraceptives are available at a low cost due to 
government provided healthcare (44).   
Adolescent girls may fear that seeking contraceptives will result in 
negative consequences in their relationships. For example, they may feel judged 
by the health professionals. Or, that the information will be leaked to other family 
or community members. Surveyed adolescent girls also reported not trusting 
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centers that provide contraceptives to be confidential (45). They expressed 
suggesting use of condoms may cause anger in their male partner (19).  
 Interestingly, adolescent females who had given birth were more likely to 
use contraceptives in future relationships (44). This is also true for those who 
were married, or in a stable union; they were more likely to use contraceptives 
(44). Women that fell in to these categories also reported feeling greater health 
care autonomy for making decisions (44). Public health initiatives could help 
provide adolescent non-mothers with similar autonomy in their reproductive 
health care decisions to that of mothers (44). 
In an analysis of the 2001 Nicaragua Demographic and Health Survey 
researchers found that adolescents who were sexually active but reported not 
wanting to get pregnant were less likely to consistently use contraceptives; which 
may lead to the high rates of adolescent pregnancy (44). Cross-sectional surveys 
have reported 70 percent of adolescent participants have used a contraceptive 
method (44). Others have reported an even lower prevalence when they asked 
about specific individual acts “suggesting inconsistent contraceptive use” (44). 
When asked why they were not using a contraceptive, the reasons were the 
following: 1) they were not married, 2) they were not having frequent sex, 3) the 
partner objected, 4) they had fewer side effects, and 5) sources for 
contraceptives were too far away (44). In this same study of national health data, 
a majority of unmarried women or women who have not had children reported 
facing obstacles to access contraception, such as distance and stigma (44). 
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In the Caribbean region, stigma in the Miskito culture contributes to lack of 
contraceptive use (46). Some Miskito men may believe condoms decrease 
pleasure; consequently they choose not to use them (46). Men also believe 
contraceptives cause women to be unfaithful (46). Therefore some discourage 
contraceptive use and family planning (44). The reluctance to use contraceptives 
is one of the reasons there is a high adolescent pregnancy rate in this region of 
Nicaragua (46). 
 
Intimate Partner Violence (IPV) 
 
 Nationally, approximately one-third of women and girls in partnerships 
experience IPV and gender discrimination; and this number is expected to be 
higher in adolescents (47). Victims of IPV report not seeking help due to fear to 
stigmatization (48). Females are expected to take care of the household. Women 
have less economic and employment opportunities than men (8). This in turn can 
lead to a feeling of isolation and lack of power; as if there is “no clear access to 
friends of the same age or other sources of support” (8). This powerlessness 
means they are more vulnerable to abuse and may also have to bear an 
excessive burden of domestic work”(8).  
 Sexual violence is prevalent among adolescents; it can lead to unwanted 
pregnancies (1). In Nicaragua, abortions are not legal even in the case of rape 
(49). In 2013, Nicaragua’s Institute of Legal Medicine reported more than six 
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thousand cases of sexual violence. In almost 90 percent of these cases the 
victims were adolescent girls (1).  
  A cross-sectional study of 488 women ages 15 to 49, found that the 
lifetime prevalence of IPV was 52 percent (50).  Risk factors associated with 
abuse were “poverty, parity, and history of violence in the husband’s family” (50). 
Another study found that women usual first experience IPV before their 
pregnancy, which then continues throughout the pregnancy (51). 
 Physical abuse during pregnancy can lead to adverse health outcomes for 
the mother and baby (30). For example, one case-control study in Nicaragua 
found that IPV during pregnancy was a risk factor for low birth weight. The 
investigators matched low birth weight babies with average birth weight babies 
and adjusted for known confounders. They found that approximately 16 percent 
of low birth weight babies were a result of IPV (52). 
 
Interpersonal Level: Adolescent Marriage 
 
Adolescents are the demographic most vulnerable to forced marriage (8). 
Early marriage is a major predictor for adolescent pregnancy and childbearing (6, 
8). A majority of early childbearing is due to early marriage, particularly in rural 
lower economic regions of Nicaragua (8).  
 Gender discrimination in relationships, especially with vulnerable young 
women in adolescent marriages, may cause social isolation (8). Social isolation 
means that women may not have access to social support, which is especially 
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important for young pregnant mothers (53). Ziaei et. al. identified and interviewed 
all mothers of children under the age of three in the northwestern region of 
Nicaragua identified in the DHS (53). Participants were asked questions on 
feelings of autonomy, social support, and feeding habits of children (53). Women 
who reported feeling less social support or autonomy were less likely to 
exclusively breast feed; and their children under the age of three were more likely 
to eat sugary snacks in addition to breast milk (53). The UN has argued that 
eating highly processed snacks contributes to under-nutrition of children (53). 
 
Intrapersonal Level:  Adolescent Pregnancy 
 
Personal behaviors that are associated with early age of sexual debut are 
alcohol use, not living with parents, gender, and peer pressure (54). A cross-
sectional household survey of adolescents in Managua found that use of alcohol 
was correlated with sexual onset (54). Religion may be a protective factor (54). In 
an age-matched cohort of adolescent girls and boys, boys who practiced 
Catholicism were more likely to consistently use condoms (54). Among the 
Miskito indigenous population, the high rate of adolescent pregnancies is, in part, 
due to a lack of intrapersonal skills for adolescents to avoid being pressured in to 
sex at a young age (36).  
 
Existing Interventions & Programs to Address Adolescent Pregnancy  
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In Nicaragua, there are only a few programs that target factors that 
contribute to adolescent pregnancy (7).  
 
Societal Level Programs 
 
The National Network of Women Against Violence in Nicaragua is an 
organization striving to change public policy on IPV. They were instrumental in 
passing the Domestic Violence Law (55). The law protects people who were 
victims of spousal abuse (55). At first the law banned spousal mediation for 
domestic violence cases because mediation often results in women staying with 
their partners and recurrent cases of abuse (56). However, in 2013 the 
government overturned this aspect of the law, still allowing protection for victims 
but also mediation (56). Organizations such as Amnesty International and the 
National Network of Women Against Violence are currently working to put 
mediation bans back in place so that women will not be pressured to choose this 
option (56).  
The United States is currently funding a few initiatives, such as USAID, to 
improve adolescent health and reduce adolescent marriage (23). They are 
working to ensure that national and municipal policies specifically address 
adolescent pregnancy (23).  
Many programs are pivoting to focus on female empowerment as a way to 
combat cultural norms such as machismo. Usually female empowerment 
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programs focus on skill building and self efficacy. Some programs are also 
focusing on changing institutions to help reduce machismo and gender 
discrimination; such as legislation to ensure sexual education is taught in schools 
(4). The Foundation for the Autonomy and Development of the Atlantic Coast of 
Nicaragua works on education around gender equity in the Caribbean region 
(36).  
 
Institutional Level Programs 
 
Organizations working on indigenous rights include: The Association for 
the Development of the Atlantic Coast (AMICA), Association for the Development 
of Mayagna Communities, as well as branches of the central government (36). In 
this region, Accion Medica Cristiana is a group that started a much touted 
community health center (46). They emphasize cultural competency trainings for 
the providers at the health centers (46). In the trainings they teach appropriate 
communication skills and knowledge (46). The strategy is that culturally sensitive 
providers will reduce misconceptions on contraceptives; as well as reduce patient 
rejection of their advice (46). Their community health model incorporates some 
traditional medicine and respects their culture (46). Accion Medica Cristiana’s 
health center leadership also engages with the indigenous community to identify 
and solve issues (46). 
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Interpersonal Level 
 
The Luisa Amanda Espinoza Association of Nicaraguan Women 
(AMNLAE) is an organization founded in 1980. It provides centers that offer 
social support services for women, including contraceptives. AMNLAE reported 
providing contraceptives to 18 percent of adolescents residing in the 
communities they serve. 
Planned Parenthood Global is a program goes beyond peer education to 
train Youth Peer Providers under age 20 to provide condoms, oral contraceptive 
pills, emergency contraception, injectable contraceptives, and sexual and 
reproductive health information to their peers (57). Peers with needs beyond 
Youth Peer Providers' capacity are referred to health professionals offering 
youth-friendly services (45).  
The peer educators are trained on topics such as contraceptive methods, 
sexually transmitted infections, parenthood, adolescent pregnancy; gender, IPV; 
self-esteem; alcohol and drugs; communication, group facilitation skills, and 
caseload management (45). If a student wants to use contraceptives they are 
encouraged to approach facilitators independently so that participants wont fear 
the community finding out they are sexually active (57). The facilitators can give 
contraceptives out at a price that is below market value, another incentive for 
adolescents (57).  
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One aspect of the problem in Nicaragua is reducing stigma and increasing 
ease of obtaining contraceptives(44).  The UNFPA defines reproductive health 
commodity security (RHCS) such as the following: “Reproductive health 
commodity security is achieved when all individuals can obtain and use 
affordable, quality reproductive health supplies of their choice whenever they 
need them”(58).  Condoms are provided by the government sponsored health 
care system but not consistently used by people (9). As mentioned above, girls 
are often victims of sexual violence and do not consent to sex (44). Abortions, 
even if the health the mother is jeopardized, are illegal in Nicaragua (59). 
Although the exact number is not known, it is suspected that many girls get 
unsafe abortions by unskilled practitioners (60). From 2008 to 2009 the 
government reported at least 33 women and girls died from unsafe abortions 
(60).  Access to other modern contraceptives can reduce unsafe abortion 
practices (41). Some programs are advocating a change to the law to provide 
access to safe abortions in certain cases (60).  
 
Programs that Address IPV  
 
 A study based in Leon, Nicaragua, qualitatively researched how creating 
supportive environments for victims of IPV can change attitudes and beliefs. The 
researchers interviewed approximately 30 women who had been victims of IPV 
during pregnancy on their self-esteem, their experiences, and their attitudes 
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related to abuse (51). Then, researchers created safe spaces for women to feel 
comfortable discussing their relationship. The interventionists also created 
individualized help-seeking strategies for the women (51). Though women 
reported a change in behavior and ability to seek help, one of the main 
drawbacks to this study was small sample size (51). The authors recommend 
more programs and government involvement to increase safe and confidential 
spaces for women to report abuse (51). 
 
 Existing Interventions & Programs to Address Adolescent Marriage 
in Nicaragua and Around the Globe  
 
Societal Level 
 
Wangki Tangni, is a Nicaraguan organization for indigenous women rights 
in the northeastern part of the country (61). Indigenous women are largely 
located in rural Caribbean coast of Nicaragua and are the most disenfranchised 
populations (61). While they focus on sexual rights, reproductive rights, and 
political power, reducing adolescent marriage is also a component of their 
activism. Most of their work surrounds grassroot mobilization as well as policy 
improvement (61).  
 
Institutional Level 
 
	32 
USAID is currently working in Nicaragua with President's Emergency Plan 
for AIDS Relief (PEPFAR) Central America Partnership Framework (62). While 
the focus is mainly on HIV, USAID also works on improving education and health 
(62). The Health Care Improvement Project’s goal is to strengthen other aspects 
of the health system (62). The focus of the program is to provide HIV treatment 
and safe sex practices (62). USAID wrote that they will begin to work more on 
gender equity, particularly in relationships and adolescent marriage, as 
complementary activities (62).  
USAID also works to improve adolescent maternal outcomes. For 
example, the program aims to increase trained health care workers. Another 
secondary goal was the quality improvement of maternal, child, and HIV care 
(62). The USAID PrevenSida program provided grants to other organizations in a 
variety of sectors tangentially related to sexual health (for example, social sector) 
(62). While this campaign is focused on preventing HIV transmission and 
improving care, there may be a secondary downstream effect on adolescent 
marriage because a variety of health programs were better managed, better 
trained healthcare workers, and improved education for girls in elementary 
school (62). 
 Additionally, there are some interventions from around the world that are 
important examples of successful ways to reduce adolescent marriage (62). They 
integrate multipronged strategies to change cultural beliefs and attitudes on 
adolescent marriage (62). For example, Lee-Rife et. al. conducted a review of 23 
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interventions that aimed to reduce adolescent marriage (63). They found that 
community members’ attitudes and knowledge on marriage age positively 
changed when the intervention focused on girl empowerment and offered 
alternatives to marriage (63). Similarly, focusing on training and skill building 
empowered girls to have more social and economic capital, which in turn can 
empower girls in healthcare decisions (64). Instead of enforcing cultural norms, 
parents also accepted their daughters’ increase in capital (64). Since 
intergenerational poverty contributes to adolescent marriage, providing economic 
opportunities as alternatives to marriage are some of the analyzed best practices 
(37).  Some successful programs also provided financial incentives, like 
microloans, to fund education or small businesses (64). These incentives helped 
mobilize the community to change marriage practices (64). 
 Organizations that implemented interventions that gave opportunities for 
girls to attend formal education reduced marriage (64). In addition, programs that 
added life skills, reproductive health, and gender sensitivity was also successful 
in delaying marriage age (64). Lee-Rife et. al. researched 23 adolescent 
marriage interventions in different low income countries (63). Lee-Rife et. al. 
report that education based programs have the possibility to be disseminated 
widely more easily but currently faced infrastructure barriers in developing 
countries (64).  
The International Center for Research on Women (ICRW) performed a 
review of 69 global programs working on reducing adolescent marriage and DHS 
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health data, some in Nicaragua, and made the following conclusions on best 
practices. They found that community-based interventions to educate the 
community on potential risks reduced new occurrences of adolescent marriage 
(37). ICRW also recommends local and grass root organizations to push for 
change: “Women are more likely to control their own destinies and effect change 
in their communities when they have higher levels of education” (37). Thus, 
policy makers should try to reduce education costs (37). A minority of programs 
reviewed used social marketing to target families and individuals. 
 Finally, a few organizations introduced programs that created policies or 
enforced existing laws on adolescent marriage (64). The successful programs 
combined policy frameworks with community-based empowerment (64). An 
example is the Community-based Rural Livelihoods Program in Afghanistan that 
created policies to be implemented on the local level as well as women support 
groups working to end adolescent marriage (64).  
 
SUMMARY AND RECOMENDATIONS 
 The current field of research and interventions in Nicaragua propose the 
following common recommendations to reduce adolescent marriage and 
pregnancy. 
 
Recommendations for Adolescent Pregnancy 
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The primary objectives for any intervention should be to delay pregnancy 
as well as marriage until at least 18 years of age (8).  
 
Societal Level 
Access to Health Care 
 
In 2007 the UN created the Adolescent Girls Task Force to specifically 
address issues that affect this population (8).  They recommend that 
governments financially support health centers by ending health center fees for 
girls (8). This will economically empower girls to visit clinics and potentially gain 
access to contraceptives (8).  
To get contraceptives into the hands of people who need them, 
municipalities need greater integration of community health workers who are 
skilled in contraceptives and family planning (44). Access to contraceptives is 
key. Arguably the most important is access to confidential contraceptives (54).  
To tackle adolescent pregnancy, the municipal government and other actors 
need to also tackle adolescent marriage. For example, when governmental or 
nongovernmental provide microcredit loans to adolescent girls, they are more 
likely to work and delay marriage and pregnancy (37). 
 
Policy  
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While Nicaragua is making strides to reduce adolescent pregnancy, policy 
makers and public health officials still to need improve access and use of 
contraceptives (45). Therefore, the government should develop a goal for 
reducing adolescent marriage by 2030 to meet the UN Sustainable Development 
Goals (65). This is particularly achievable in Nicaraguan municipalities, which 
were authorized power to reduce adolescent marriage in the CRC (31). The 
Nicaraguan municipal governments, such as the medical directors and mayors, 
can implement community-level solutions targeted at local clinics and schools to 
empower and change the culture around adolescent marriage (66).   
Adolescents should not fear stigmatization for seeking out contraceptives. 
Nicaragua must change its policies so that citizens are assured that their 
procurement of contraceptives is confidential; which would improve access not 
only for adolescents but also women who may not want another child (67). There 
should also be policies and plans to improve delivery systems so that 
contraceptives are conveniently located. This is very important for rural poor 
populations that find it difficult to travel to reach clinics to get contraceptives (68).  
Policy makers must reduce education costs (37). Since intergenerational 
poverty contributes to adolescent marriage, providing economic opportunities as 
alternatives to marriage are some best practices from the literature (37). In a 
study of 69 programs from around the world, the International Center for 
Research on Women determined that when local governmental policy to reduce 
school fees was an economic incentive that enabled families to afford education 
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(37). Once education for girls was more economically feasible, families enrolled 
their daughters rather than seek marriage (37).  
 
Education to Increase Interpersonal Effectiveness 
 
In addition to more formal education, the content of education should also 
improve. For example, wider dissemination of training on how to use 
contraceptives will empower girls and boys (16). The municipalities should 
implement permanent reproductive health education in schools (69). The 
programs should provide knowledge on alternative solutions to adolescent 
marriage. The teachers should use girl empowerment models to create behavior 
change. Programs should also use media to challenge cultural norms to 
dissuade families from encouraging young girls (younger than 18) from getting 
married (64).  
Increasing sexual education can reduce adolescent pregnancy (22). When 
done correctly, peer education programs improve sexual and reproductive health 
attitudes and knowledge, positive health-seeking behaviors, and sexual health 
self-esteem (45). This could potentially improve autonomy in sexual health 
decision making. Adolescent peer educators must be viewed as resources and 
assets in the community (45). Thus, community stakeholders should consider 
expanding peer to peer sexual education programs. For example, in 2007, 
Planned Parenthood Global launched a comprehensive adolescent peer group 
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intervention in Nicaragua and Ecuador (45). This program consisted of 
adolescents (ages 15 to 19) to educate peers on sexual health, provide 
contraceptives, and refer peers out to health professionals (45). An evaluation of 
the program found that 98 percent of participants continued using contraceptives 
five years post implementation (45). They also found secondary effects such as 
improved self-esteem and increased understanding of how to manage 
relationships (45).  
Interventions that are integrated and multipronged to change cultural 
norms, such as machismo, are important in Nicaragua (37). Intrinsically tied to 
the lack of power to negotiate the use of contraceptives within a machismo 
culture is female empowerment. In Nicaragua, women who have higher levels of 
education are more likely to control health decisions as well as “effect change in 
their communities” (37). As described earlier, empowering women will provide 
social support to those adolescent girls who are married and feel social isolation 
(8).  Also, providing skills training for jobs alleviated female dependency on 
males (across adolescent and adult age groups) (37). This empowered women to 
make their own sexual, reproductive, and economic decisions (37).  
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Table 2. 
Issue  Solution Level of Social 
Ecological Model 
Health Care Access Reduce/abolish clinic 
fees 
Societal 
Education Peer sexual and 
reproductive health 
education 
Institutional 
 Reduce school fees Institutional 
 Job skills training Institutional 
 Self-efficacy training Institutional 
 
 
Recommendations for Adolescent Marriage 
 
The following recommendations are designed for nonprofit organizations 
working in conjunction with Nicaraguan communities on adolescent marriage. 
The primary objectives for any intervention should be to delay marriage of girls 
until the girl is at least 18 years of age (20).  
 
Policy Recommendations for Adolescent Marriage 
 
Table 2: Summary table of recommendations compiled from literature.   	
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While the Nicaraguan government does recognize adolescent marriage 
needs to be reduced, there is currently no national plans or policies (31).  
Therefore, the government should develop a goal for reducing adolescent 
marriage within 5 years. The WHO and ICRW recommend encouraging political 
leaders to create policies to champion child rights and reduce adolescent 
marriage (64). This strategy was shown to work on the local level in several 
countries, including Afghanistan (64).This is particularly achievable in Nicaraguan 
municipalities because they have the legal authority to reduce adolescent 
marriage from the CRC but are not enforcing it (31).  
People in the Nicaraguan municipal governments, such as the medical 
directors and mayors, can implement community level solutions to empower and 
change the culture around adolescent marriage (66). Programs should 
coordinate with municipal governments to develop enforcement for laws and 
policies that prohibit marriage of girls before 18 years of age (31). This should be 
in coordination with existing anti-IPV laws. 
As described above, missing birth documentation is a policy challenge (8). 
To address missing birth registration information, infrastructure needs to be 
improved for monitoring (11).  
 
Education 
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Additionally, to reduce adolescent marriage, the Guttmacher Institute calls 
for innovative programming to impress upon women on the importance of 
education (44). More formal education is associated with a reduction in the rate 
adolescent marriage (44). Taking cues from successful programs in other parts 
of the world, providing incentives for families for education may change cultural 
norms in Nicaragua (64). These incentives may be in the form of vouchers, 
microcredit loans to girls or families, or even reduced school fees (64). 
In addition to more formal education, the content of education should also 
improve. For example, wider dissemination of interventions to educate and 
empower girls (16).The municipalities should implement permanent reproductive 
health education in middle and high schools (69). The programs should provide 
knowledge on alternative solutions to adolescent marriage, such as more 
schooling (64). Also, the teachers should use girl empowerment models to create 
behavior change (64).  
 
Health Promotion Recommendations 
 
Programs should also use health promotion tools such as  public service 
ads to challenge cultural norms to dissuade families from encouraging young 
girls (younger than 18) from getting married (64). These ads can be in a variety 
of media; some examples of media might include radio messages, television 
programming, signs in towns, and even on Facebook (70). Girls Not Brides 
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reports that social media messages “that promote new norms, role models and 
positive deviants”  have been an effective way to change attitudes and behaviors 
on marriage (70).  Street theatre and art are recommended by Girls Not Brides 
as effective way to change practices at the community level (70).  
 
Institutional Recommendations  
 
Creating safe spaces for adolescents to discuss sexual and reproductive 
health and issues of adolescent marriage is important (7). Safe spaces will give 
girls and families to discuss health issues like using contraceptives (70). Safe 
spaces are a place for education outside of the public school system, and so the 
administrators can devote more time and quality to changing cultural norms (70). 
They also create infrastructure for establishing financial incentives and ways to 
reach families that might otherwise choose early marriage (70). Further, safe 
spaces can be organized as a meeting area for concerned youth and advocates 
to meet with community members to discuss adolescent marriage (70). 
Adolescents can be powerful change-makers (70).  
 Bringing adolescent boys and men in to the conversation will also help 
(70). Since men typically have more power in society that women, their inclusion 
will be important to making changes feasible (70). Hearing their concerns and 
educating them on health outcomes of adolescent marriage are a few 
recommended ways to get men to support cultural and behavioral change (70).  
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Table 3. 
Issue Recommendation Level of Social 
Ecological Model 
Policy  Reduce adolescent 
marriage 
Societal 
 Coordinate with law 
officers and local 
municipalities to enforce 
that marriage does not 
occur before 18 
Institutional 
 Create policy that 
incentivizes families to 
delay marriage, such as 
microcredit loans or 
reduced school fees 
Societal 
 Improve birth registry 
documentation at health 
clinics 
Institutional 
Education Skills training Institutional 
 Incentivize alternatives 
to marriage 
Institutional 
 Add girl empowerment 
training in schools  
Institutional 
 Create safe spaces for 
discussing early 
marriage customs 
Institutional 
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Health Promotion Television, signs, and 
social media campaigns 
to change beliefs  
Institutional 
 
 
 
CONCLUSION 
 
Adolescent pregnancy, birth, and adolescent marriage limit the life 
trajectory and contribution of girls to Nicaraguan society and present public 
health challenges to the society (8). Impoverished children are among the most 
vulnerable in society (8). When girls become pregnant or are forced to marry, 
they miss out on the opportunity to pursue education (primary education and 
higher education) (44). These girls  can also become trapped in social isolation 
and poverty (8).  
Nicaragua must invest in communities and families to reduce adolescent 
marriage. Nicaragua, in coordination with nongovernmental organizations, must 
launch multifaceted initiatives to decrease adolescent marriage and empower a 
generation of young women and children (7). One way to do this is to educate 
communities on the negative effects of early sexual debut, health equity, 
contraceptive use, IPV, and adolescent marriage (20). Additionally, adolescents 
need tailored interventions to meet their special health circumstances (8). 
Table 3: Summary table of recommendations for adolescent marriage 
compiled from literature.   	
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Reducing the rate of early marriage, pregnancy and birth through multi-level 
programs and policies, will yield benefits for the nation as a whole as well as for 
girls and women.   
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APPENDIX A 
 
 
Demographic data showing the population distribution (71). 
Nicaragua’s population increased dramatically between 1990 and 
2010. It is approximately evenly distributed; and a majority of the 
population is under 30 years old.   
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APPENDIX B 
 
This figure shows the Community Locations of Save the Children’s Surveys and 
Programs, which cover the most populous areas of the country (33). The data 
gives context to a majority of the country but lacks coverage of critical areas, 
including the largely indigenous area of the South Caribbean Coast Autonomous 
Region.  
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